During the past 2 decades, the study of complementary and alternative medicine (CAM) in general, and the sociological study of CAM in particular, have developed apace in richer countries. In addition to data on use levels and the nature of provision, there is now increasing research on issues such as motivation for use, decision-making processes, and so on. The integration of nonorthodox therapies into cancer care has been an important focus for such work. However, this interest has yet to be matched by work in poorer countries. While the nature of traditional medicine (TM) has long been of interest to anthropologists, the new context (marked by the globalized nature of CAMs existing alongside TM and allopathic treatment) has yet to be examined in any depth. In this article, the authors discuss the structural and cultural context of the first sociological research to be conducted into the role of CAM and TM in cancer care in Pakistan. They identify some potentially important processes (ie, those identified in the limited existing literature and in anecdotal commentary), which are being tested by the new empirical study. The specific foci of the work are outlined. It is argued that research in poorer countries is essential both to ensure that an existing academic imbalance is addressed and to underpin more informed policy making in complex medically pluralistic (poorer) countries.
In recent years, most developed and prosperous countries have seen an exponential growth in interest in complementary and alternative medicine (CAM). 1 In the United Kingdom and the United States, for example, as well as in many other developed countries, there has been a definite trend toward embracing (or rediscovering) therapeutic traditions that engender models of health and illness that are often very different from those proposed by the dominant medical paradigm. [2] [3] [4] The significance of this shift, with its potential implications for the redefinition of notions of health and illness, professional (medical) roles and identities, and patient autonomy, has led to an emerging sociology of CAM. The field is, however, still relatively young, theoretically underdeveloped, and empirically underinvestigated. 5, 6 This is especially true for indepth qualitative research. 7 In the 20 years or so since CAM has become a recognizable entity for research in its own right, much of the work that has appeared has been concerned with positioning CAM within the context of both orthodox medicine and wider social trends and with examining the reasoning and motivations behind the current upsurge in interest. [8] [9] [10] There has also been work attempting to unravel issues of legitimation, professional dominance, and agency. 11, 12 But the academic study of CAM has been an essentially Western-based project. [13] [14] [15] [16] While traditional medicine (TM) in poorer countries has long been of interest to anthropologists, 17 the current context of globalized CAMs intersecting with the TMs has yet to be meaningfully explored.
Pakistan provides a good example of the kind of country that has hitherto failed to attract in-depth analysis of its pluralistic medical practices. The country has a long history of TM; its use continues alongside Western-oriented practice. However, there has been very little quantitative research aimed at mapping its use, 18 and there has been no sociological work designed to flesh out these statistics or position them within a cultural paradigm for which many of the semantic and social assumptions applied in the West may not be appropriate. We are currently beginning to address this lack of attention through an international project conducted with colleagues in Pakistan. That project is attempting to unravel the complexities of decision making on the use of nonorthodox medicines in Pakistan and the intersection with globalized CAMs (those nonindigenous practices familiar throughout the West). The aim of this article is to contextualize that study by outlining what we know of the structure of Pakistan, its general social and health problems, and the nature of cancer and treatment options. We go on to outline the objectives of the current project. It is argued that we urgently need to address the use of nonorthodox therapies (for cancer) in poorer countries both to rectify an academic imbalance and to facilitate more informed policy making in those countries.
Pakistan Overview
With an estimated population of 144.2 million, 19 Pakistan is the seventh-most populous country in the world. Being a largely agricultural country, 67% of its population live in rural areas and about 57% of its civilian labor force are employed in agricultural occupations. In 1990 to 1991, the average per capita income in Pakistan was about $400 and nearly 30% of the population lived below the poverty line. 20 In 1999, the life expectancy for men and women was reported to be 64 and 66 years, respectively. Health services operate on very limited resources, currently about 1% of the GNP. The public sector provides only 20% of these services, and most people use an eclectic private sector 19 in which health care is provided not only by formally trained allopathic doctors but also by pharmacists, paramedical health workers, and traditional practitioners of various systems of medicine: homeopath, Hakim (Unani or Greek traditional healers), holy men, and many others. 21 Pakistan is a multicultural society with rich social and cultural diversity. The population is predominantly Muslim (96.7%,) with a minority of other faiths including Christians, Hindus, Ahmadis, Zoroastrians, Buddhists, and Sikhs. Both Urdu and English are the official languages; however, 8 other languages are spoken in different parts with different dialects, making Pakistan a multilingual society. Urdu is understood and spoken almost everywhere and is considered to be the national language.
The Pakistani family is patriarchal, patrilineal, and patrilocal. Joint and extended family living arrangements are the norm; these make households large with an average of 6 to 7 people living together in a single dwelling. The family acts as a bank, a crèche, and a place for old people. Importantly, too, for issues of health care, Pakistanis also have obligations to relatives and nonrelatives outside the immediate family. These relationships or social networks are regulated by the institution of the biraderi. Literally, biraderi means "brotherhood," as it is derived from the Persian word biradar, meaning "brother." However, biraderi in common usage has different meanings. On the basis of existing literature, it might be truer to say that the biraderi is bilateral, in effect a "stock," with women belonging to their father's biraderi until marriage and transferring to their husband's biraderi as well on marriage. 22 The boundaries of the biraderi are thus flexible and are not completely separate from each other. Beyond the joint/extended family, it is the biraderi that structures kinship networks. The biraderi is very influential in rural areas, and the main decisions regarding marriage, education, and health-seeking behavior are often made within the biraderi. 22
Cancer in Pakistan
There is no population-based tumor registry in Pakistan, so accurate data on the incidence and prevalence of cancer are not available. 23 According to World Health Organization estimates, the country has about 150 000 new cancer cases per year. The total number of patients registered at recognized cancer care facilities is estimated to be between 25 to 30 000 per year. 23 This suggests that a large number of cancer patients never reach the cancer care hospitals. The important cancers affecting the population are female breast cancer, certain lymphomas, leukemia, and cervical, gall bladder, and lung cancers (primarily in men). 24 Significantly, too, for a developing country, the incidence of colon cancer is also high. Qadeer 25 has identified regional connections to some types of cancer: a high frequency of esophageal cancer around Caspian City, cancer of the mouth in the southern part of the country (attributed to chewing habits and tobacco use), and lymphomas and leukemia in impoverished regions. Facilities for cancer treatment are comparable to well-run hospitals in developed countries. In Lahore, for example, Shaukat Khanum Memorial Cancer Hospital and Research Center is a private hospital purely for the treatment of cancer, while Sir Ganga Ram Hospital, Jinnah Hospital, Mayo Hospital, General Hospital, and the Institute of Nuclear and Medicine Oncology are state-run hospitals. Shaukat Khanum Memorial Hospital attracts patients not only from all over Pakistan but also from Afghanistan, central Asia, and the gulf states. Hospitals have had a major impact on cancer awareness in the regions where they are located, and patients have access to clinical services in medicine, surgery, medical oncology, pediatric oncology, radiation oncology, nuclear medicine, radiology, and pathology. Patients who use the staterun hospitals may be referred from throughout the country, but cancer treatment is expensive and this obviously places limitations on access and availability. In pediatric oncology, for example, the treatment cost of an average child with cancer varies from Rs. 75 000 (£800) to Rs. 300 000 (£3200). In developed nations, cancer in children is often curable. In Pakistan, however, most children with cancer die, mainly due to an inability to afford treatment. More than 80% of cancer patients in Pakistan need financial support for treatment, 26 and because support is often unavailable, more than half of those diagnosed with lymphoma receive insufficient treatment or no treatment at all, and most people with cancer die. 25
The Plural Medical System in Pakistan
Pakistanis rely on many folk, religious, and professional sources of health care, not just on physicians and hospitals. Health-seeking behavior may be influenced by perceptions of illness, cost of treatment, quality of care, and access to health facilities. There is some evidence that patients commonly seek help from a variety of practitioners and treatments and may use several types of therapy (both CAM/TM and allopathic) serially or simultaneously. Initially, management of minor ailments is routinely controlled within the home. In the case of more serious illness, decisions about treatment tend to become issues for collective decision making by the family and biraderi. 27 The following is a summary of some of the main elements of health care provision. It draws on both the (limited) existing literature and preliminary informal discussions held with key informants (academic and practitioner collaborators in Pakistan) at the outset of the study. Where statements are unattributed, they evolved from informal discussions. They should not be regarded as study results but rather as ideas and assumptions to be tested by our empirical study. This is also the case with the subsequent discussion in the Choosing a Healer section.
Home Treatment
In Pakistani society, care of the ill is said to be a compulsory religious and moral duty. Responsibility is cast on the entire group, and much attention is given to someone who is considered sick. Initially, a patient may depend on home treatment. As illness becomes prolonged, other family members may also become involved. Eventually, relatives, friends, and neighbors may convene to discuss someone's ailment and may offer different remedies. This process is said to be more common in rural areas where women (on whom the practicalities of caring for the sick routinely fall) readily share suggestions about food to eat or avoid and about herbs that are thought to be effective. Personal experiences with practitioners are also shared, and similarly, men talk about health problems with their friends and speak with women in their own families. In urban areas with increasing literacy, people are much more likely to know about diseases and the names of medicines specific to them. The pattern of suggested treatments and referrals to specific healers is the same. Some herbal remedies are respected and sought out throughout the country, and some older men and women are known and respected for their knowledge of herbal treatments. People may give different suggestions, but essentially, the suggestions given by the senior members of the biraderi are likely to be most respected and considered to be the most reliable.
Yunani Tibb
Yunani Tibb is a traditional system of medicine practiced mainly among Muslim communities in South Asia. Also known as Greek medicine or wisdom, Islamic tibb, or Galenic medicine, it is a reorganized Muslim development of the system of medicine outlined by Hippocrates and Aristotle. It has some affinities with Ayurveda, 28 although the term Unani actually means "Greek." It is based on a humoral theory of illness and involves the use of a variety of herbs and minerals. A practitioner of this system of medicine is popularly known as a Hakim. Pakistan has a rich heritage of herbal therapies, and the prevalent Graeco-Arab system of medicine and the role of the Hakim are deeply rooted in the culture. However, there are hardly any state-funded institutions that provide training or are involved actively in research on these or other forms of traditional medicine. There are a few well-established institutions offering courses of teaching, but Hakims in particular are generally trained through a process of apprenticeship and frequently come from a wellestablished lineage of healers.
Prophetic Medicine
Prophetic medicine includes all the hadiths (the recorded sayings and actions of the prophet Muhammad regarding the nature of health and illness, the responsibility people bear for nursing the sick, relevant ideas about purity and pollution, and records of specific treatments that the prophet used). As mentioned above, for Muslims, care of the seriously ill is a compulsory religious duty. In the case of routine sickness, care is not compulsory but, in accordance with the actions of the prophet (Sunna), will be rewarded. Prophetic medicine is practiced in Pakistan by different practitioners including allopathic doctors. Literature is also routinely available regarding prophetic medicine for different diseases.
Religious Healing or Spiritual Therapy
A variety of forms of practice fall under the rubric of religious healing: in addition to prophetic medicine, there is reliance on prayer and numerous types of popular practices. This type of healing is usually delivered by holy men called Pirs, either personally or through a designee. Patients often visit the places associated with them (mosques or tombs) for the purpose of healing. This will routinely involve the Pirs reading holy verses and blowing the words toward the patient in a process called dam or dua. Pirs may also make amulets or (taviz) based on passages in the Quran, which may be worn by the patient. Multiple repetition of certain Quranic verses for an extended number of times or days (wazifa) are among the most common methods of popular religious healing. Sometimes patients are also subjected to physical ordeals as part of their treatment but apparently report no pain. Spiritual therapy is widely used in Pakistan, and religious healers are found everywhere. The effectiveness of particular healers or the therapies that they provide, however, have not been the subject of research. This may partly be because there is an underlying reluctance to test and question what is essentially seen as a spiritual endeavor. Demographically, the overwhelming majority of people who use spiritual healing in Pakistan are likely to be Muslim; being Muslim, they believe that all problems come from God and only prayers can make them better.
Finally, homeopathy is well established in Pakistan, and there are several institutions where it is taught and provided. Also, there is some evidence that the use of acupuncture is strong.
Thus, although the lack of research makes a detailed knowledge of practices difficult, there is certainly research and anecdotal evidence pointing to a plural system (embracing both indigenous TM and imported CAMs) of health care available to people (with cancer) in addition to that offered by orthodox (Western) medicine.
Choosing a Healer
While there is no work looking at the decision-making process of people with cancer, it has been suggested that in general, the search for competent help when one is sick involves multiple discussions among family, biraderi, and friends. 27 These are assertions that are being rigorously examined in our current study. Preliminary discussions have suggested that there appears to be an underlying holistic perception of health and illness, and by default, people seek resolution of both physical and mental aspects of their distress by consulting practitioners of different types. Another possibility is that it is usually the individual practitioner, rather than the medical theory to which they subscribe, that is paramount in the decisions people make about where to seek help. The familiar (family-based) structure of the hakim's clinic and its strong religio-moral legitimation contribute to the appeal of this type of practice, but the practitioner's reputation for piety, generosity, and success may also be very important. The more serious an illness, the more likely it is that multiple sources of health care will be used, along with a frantic switching from provider to provider.
These are important issues to examine because they may highlight how CAM and TM are positioned differently within the cultural paradigm, often serving a medico-spiritual need that conventional medicine does not pretend to provide. Furthermore, if CAM/ TM are more fundamentally integrated and have little of the "newness" and postmodern novelty that colors CAM's emergence in most developed countries, this sets a very different context for interprofessional disputes than is evidenced in the west.
CAM/TM and Cancer in Pakistan
So what, specifically, is known about CAM/TM use for cancer in Pakistan? As in the West, CAM use in this area appears to be relatively high. Malik and Qureshi, 23 for example, found the use of unconventional methods of therapy by 48% of cancer patients in a study in Karachi. The main alternative therapies used were homeopathy and Hikmat. More statistical work was conducted by Malik et al 18 to ascertain the frequency, type, and duration of use of unconventional methods of therapy by cancer patients. This study found even more widespread use of unconventional methods of therapy (54.5% of all cancer patients). Of these patients, a vast majority (83.7%) were influenced by family members to use these methods, and traditional herbal medicine and homeopathy were the most commonly employed methods (70.2% and 64.4% of the sample, respectively). Significantly, 36% of users employed these methods before receiving any conventional therapy and only 15% after conventional therapeutic options have been exhausted. Unconventional methods were perceived as useful, nontoxic, and inexpensive by patients and were often used prior to presentation to physicians.
To summarize, we currently have only the most basic data on the use of CAMs/TM for cancer in Pakistan and no existing work looking at the processes of decision making that is in any way systematic. Even by broadening the analysis to health care in general in the search for potentially relevant processes, we quickly run out of empirical work and have to rely on assumption and anecdote.
The Current Study
This, then, is the context for our current study. Our aim is to understand how CAM/TM are used in Pakistan, how this fits into the dynamics of groups and social and is an international qualitative study focusing on sociocultural dynamics of group processes as they relate to cancer care.
The key research questions we are addressing are the following:
• What is the nature of involvement with CAM/TM in cancer patient groups? How is CAM conceptualized by stakeholders? What is the rationale for involvement? To answer these questions, we are using a number of ethnographic techniques. In the United Kingdom and Australia, these include in-depth case studies of a number of groups, observation of group activities, and analysis of documents and publicity material. For practical reasons (in particular, the differently structured health access networks that we have already outlined and the relative absence of formal cancer user groups), the Pakistani section of the study has been adapted to accommodate local conditions. Following from the discussions with key informants (already discussed), locally recruited fieldworkers under the direction of a senior sociologist are currently conducting an exploratory quantitative survey in a number of cancer hospitals around Lahore. This involves about 400 patients and will provide some muchneeded basic empirical data on pathways to CAM/TM in the Pakistani context. More important, however, it has enabled us to recruit a number of participants (about 50) for in-depth semistructured interviews. In addition to cancer patients, interviewees include orthodox practitioners as well as a wide range of CAM and TM providers.
Conclusion
As the sociology of CAM becomes more established in richer countries, a greater understanding of the processes of integration, mainstreaming, and the tensions these entail is being produced. Such a reliance on data from these countries brings the risk of distortion in our understanding of what is an increasingly global phenomenon. In addition, as the significance of CAM/TM becomes increasingly recognized by bodies such as the World Health Organization, policy makers need a clearer understanding of how and why decisions are being taken in specific societies. The ongoing study is an initial step forward, both rectifying an academic imbalance and providing data of direct relevance to health policy makers in Pakistan.
